Monovalent RV vaccine (RVV) was selectively introduced in 2012 in the Philippines and in July 2014 was introduced in the public health program of a province. Two RVV doses are recommended at 6 and 10 weeks of age. We conducted a test negative case-control evaluation to assess the effectiveness of RVV when given in a routine public health program in the Philippines. From September 2014 to August 2017, 967 children aged <5 years were hospitalized with diarrhea and of these, we enrolled 600 who were eligible to have received RVV and provided stool specimens for testing. Among children ≥8 months of age who were age-eligible to have received RVV, at least one dose of RVV had an adjusted vaccine effectiveness (VE) against RV hospitalization of 60% (95% confidence interval, CI: 24%, 79%), and against severe rotavirus diarrhea, VE was 64% (95% CI: 11%, 85%). These findings support the introduction of RVV into routine public health use in the Philippines. However, other factors such as costs, cost-effectiveness and operational issues must be considered prior to adoption of the vaccine into the countries' public immunization program.
Diarrheal disease is a significant cause of mortality and morbidity in young children in the developing world. Diarrheal diseases also adversely affect long term growth and development 1 providing further impetus for the use of appropriate preventive measures, including vaccination against diarrheal diseases.
Rotavirus (RV) is the most common cause of diarrhea globally and several vaccines are now internationally licensed and prequalified by the World Health Organization (WHO) 2, 3 . Protection afforded by rotavirus vaccine (RVV) against severe RV diarrhea has been shown to vary depending on the country's level of development [4] [5] [6] . In Asia, few countries have introduced RVV. Earlier results from high income countries of Asia in Hong Kong 7 and Japan 8 , where RVV are self-financed, revealed RVV effectiveness of 89% and 70%, respectively against diarrheal hospitalization. However, a cluster-randomized study conducted in Bangladesh, a low income country, revealed that the monovalent RVV effectiveness was 41.4% 9 . RVV was first introduced in the Philippines' national immunization program in 2012, targeting children who belonged to the poorest quintile. However, there were problems in identifying the children, there were questions on the economic sustainability of the program and due to the varying levels of protection provided by the vaccine, policymakers in the Philippines requested that an effectiveness evaluation be conducted to assess the RV vaccine's relevance for inclusion in the country's Expanded Programme on Immunization (EPI). The vaccination strategy was changed limiting RVV use in the area where an effectiveness evaluation was conducted.
height, weight, mid-arm circumference and possession of mattress) were seen among RV positive and RV negative children, these differences were not considerable (Table 1) .
RV positive children were more likely to have severe disease, i.e., more diarrhea (p < 0.001), vomiting (p = 0.01) and fever (p = 0.01) than RV negative children. Likewise, the median Vesikari score was higher among RV positive (p < 0.001) but the difference was not substantial in the two groups (Table 2) . 486 (81%) of the 600 enrolled children received any vaccine. The proportion of children with no RV vaccination was significantly higher among RV positive (29%) compared to RV negative (16%) children (p = 0.004). Although the EPI schedule allowed children to receive RVV up to 2 years of age, there was no substantial difference in the age by which RV positive and RV negative children received the RVV doses (Fig. 3) .
Among children ≥8 months of age who were age-eligible to receive rotavirus vaccine, the adjusted vaccine effectiveness (VE) of at least one dose of RVV against rotavirus diarrhea hospitalization was 60% (95% Confidence Interval, CI: 24%, 79%) and against severe rotavirus diarrhea hospitalization, i.e. those with Vesikari score ≥11, VE was 64% (95% CI: 11%, 85%) ( Table 3 ). The adjusted VE of at least one dose of RVV was higher among children aged 8-11 months (85%, 95% CI: 53%, 95%), compared to children aged 12-23 months (66%, 95% CI:2%, 88%). 
Discussion
Our findings confirm that RV is an important cause of diarrhea in the Philippines, responsible for 34% of hospitalized diarrheal cases, predominantly affecting young children. Further, we found that the monovalent RVV is effective against RV diarrhea in the Philippines, a lower middle income country in Asia. This supports our earlier findings of the substantial decline of RV diarrheal diseases in Agusan del Sur, where RVV was introduced 10 . Although lower VE was identified in older children in our study and may suggest waning effectiveness, it is also possible that unvaccinated children acquire infection earlier and are no longer susceptible to clinically significant infection because of natural acquired immunity 11 . However, there are limitations that may have affected our results. First, RVV was not consistently available. After selective RVV introduction in September 2012 to infants from the poorest quintile, RVV was not available for nine months from October 2013 to June 2014 and then again for 11 months from June 2016 to April 2017. These prolonged periods may have precluded the identification of additional benefits such as indirect protection, which has been seen in other countries [12] [13] [14] . Furthermore, other findings such as changes in the rotavirus cyclical activity and age of RV infection were not identified. Coincidentally, during the period when vaccine stockouts in 2016 to 2017 occurred, a rise in the proportion of RV positive cases subsequently followed. This coincidental finding adds support to our results. Second, the health care system in the Philippines allows patients to access care anywhere, including the private healthcare system. Hence, it is likely that we were not able to capture all cases of diarrhea in Agusan del Sur. However, patients who go to the private health sector for management of diarrhea would also most likely obtain vaccine from the private sector. Third, unequal ascertainment of vaccination status may impact our results. Because immunization records in the Philippines are maintained in immunization registries that are kept in the public health centers, we had to visit all health centers to confirm all immunization information (obtained by review of cards or by recall). We had to exclude 20 children whose immunizations were unconfirmed to avoid misclassification. Stool test results were unknown to the study staff who collected vaccination information and it is unlikely that RV stool positivity influenced ascertainment of vaccination. Fourth, testing was not available locally so specimens had to be brought to RITM for testing. Fourteen specimens were lost in transit and could not be traced. Fifth, 298 children were unable to provide a stool specimen for testing, either because they were admitted on a weekend or they no longer had considerable stool output at the time of presentation. As these may have equally affected RV positive and RV negative children, it is unlikely that this resulted in bias. Sixth, since this is a hospital-based study, we did not detect cases and deaths due to RV that may have occurred in the community. Few deaths were identified in the study; all occurred among RV negative cases. A previous records review that we conducted was unable to quantify diarrheal deaths due to limitations in civil registration in the area where the study was conducted 10 . Lastly, observational studies are subject to limitations primarily due to the non-random allocation of vaccines resulting in possible differences in the health-care seeking behavior of the cases from the controls 15 . However, the controls used in the study have similar health-seeking behavior as the cases. The test negative design applied in our evaluation has been shown to be an efficient design useful particularly in countries with limited resources 16 with comparable results to traditional case-control studies 16 and has been validated against Phase 3 clinical trial results of RVV 17 . The results of our study support the inclusion of RVV in the Philippines' EPI. Aside from being provided in two regions in the Philippines, RVV is also available in the private sector. The EPI estimates that children who are brought to the private sector for immunization constitute less than 10% of the population. A decision on nationwide vaccine introduction should consider evidence of disease burden, cost and cost-effectiveness, and operational factors. 
Methods
Study site. The vaccine effectiveness evaluation was conducted in D.O. Plaza Hospital (DOPH), one of the rotavirus sentinel surveillance hospitals in the Philippines. DOPH is a secondary hospital with a 100-bed capacity, located in Prosperidad, Agusan del Sur. In 2011, Agusan del Sur's population was 808,500 with 15,946 births. The infant death rate was 8.78 infant deaths per 1000 live births and under 5 mortality rate was 1.10 per 100,000.
In the EPI schedule, children at least 6 weeks of age were eligible to receive the first dose of RVV. The second dose was given at least 4 weeks after the first RVV dose or at the same time as the Pentavalent vaccine, pneumococcal conjugate vaccine (PCV) and oral polio vaccine (OPV), as long as the child is not over 2 years old. RVV was provided to infants in the poorest quintile in Agusan del Sur starting in September 2012. In January 2013, RVV availability was expanded to all age-eligible children in two municipalities in Agusan del Sur, San Francisco and Prosperidad, regardless of socioeconomic status. In July 2014 vaccination was further expanded to all age-eligible children in the whole province. Vaccine effectiveness case-control evaluation. We conducted a test-negative case-control evaluation within the rotavirus surveillance platform of DOPH. Children aged <5 years who underwent treatment for acute diarrhea in DOPH were included in the surveillance. Acute diarrhea was defined as the passage of three or more loose or watery stools within a 24-hour period for ≤14 days. Case-patients were children who were enrolled in the active surveillance platform, tested positive for RV by ELISA, and were age-eligible to have received RVV. Controls were children who were enrolled in the active surveillance platform, tested negative for RV by ELISA, and were age-eligible to have received RVV. Stool specimens were collected and shipped frozen to the Department of Virology of the Research Institute for Tropical Medicine (RITM), where specimens were tested. Information on receipt of RVV from the immunization cards and from parents' recall were confirmed in the public health centers' immunization registries. If the child was not in the immunization registry and may not have received vaccine, this information was confirmed by a visit to the child's domicile, if known, by the health worker. Children whose identity could not be confirmed by the community health workers were excluded.
Sample size calculation. We assumed that 30% of diarrhea cases were due to RV, to detect a 60% vaccine effectiveness (VE), 90% vaccine coverage, at a 1 case to 2 controls ratio, power of 80% and 5% significance, at least 327 children were required, including 109 case-patients and 218 test-negative controls.
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Unadjusted VE (95% CI) Adjusted VE* (95% CI) n (%) n (%) Data management and statistical analysis. Data were collected from the patient's medical charts and caregiver and provider interviews and were recorded in paper forms. Aside from surveillance information (age, RV vaccination history, address), socioeconomic status, receipt of other EPI vaccines and disease severity indicators were collected. To assess the severity of the diarrheal illness, Vesikari scoring was performed by one researcher (JET). These were then transcribed into the web-based Rotavirus Surveillance Reporting System (RvSRS ver 1.0), developed by the WHO Regional Office for the Western Pacific.
Analyses were performed using SAS version 9.4. Age, receipt of RVV doses and other vaccines as well as clinical and socio-economic characteristics were tabulated and compared between test-positive cases and test-negative controls using chi-square or Fischer's exact test, for sparse data. Like other analyses of RV effectiveness, calculation of VE was limited to children ≥8 months of age to exclude very young children not age-eligible for the vaccine or those children whose RV vaccination may have been delayed. Unconditional logistic regression controlling for month and year of birth, month and year of admission, and district where child lived was used to calculate the odd ratio for rotavirus vaccination for rotavirus-positive cases vs. rotavirus-test negative controls. VE was calculated using the formula:
where the odds ratio is the adjusted odds ratio for the rotavirus immunization rate among case-patients compared with controls. All p values and 95% confidence intervals (CI) were interpreted in a two-tailed manner and statistical significance was set at p < 0.05.
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